Cervical cancer screening rates remain suboptimal among women in South Africa (SA), where cervical cancer prevalence is high. The rollout of HIV-related services across SA may provide a means to deliver cervical cancer screening to populations with limited access to health care systems. In this mixed methods study, psychosocial factors influencing cervical cancer prevention and perceptions of the provision of Pap smears in HIV care settings were examined. Structured interviews were conducted with women (n = 67) from a municipal housing estate in Durban, SA. Key informants (n = 12) also participated in semi-structured interviews. Findings revealed that participants had low cervical cancer knowledge, but desired more information. Relevant themes included the normalisation of HIV and beliefs that cervical cancer might be worse than HIV. A comprehensive community clinic was desired by most, even if HIV-positive patients were treated there. This study provides important insight into integrating cervical cancer screening with HIV clinics, which may increase cancer screening among South African women.
Background
While cervical cancer is preventable, it remains the second most common cancer in women worldwide and the most common cause of cancer deaths in many low-and middle-income countries, including South Africa (SA) (Cervical Cancer Action [CCA], 2012) . Countries with established cervical cancer screening programmes have observed significant declines in deaths due to cervical cancer (CCA, 2012) . In 2001, a national cervical screening programme was initiated in SA, which called for the provision of three free Pap smears per woman starting at age 30, and continuing every 10 years thereafter (Moodley, Kawonga, Bradley, & Hoffman, 2006) . However, screening rates and subsequent follow-up care among SA women remain suboptimal. This is particularly pronounced in the public sector, where SA's screening programme has had difficulty securing routine and widespread implementation resulting in screening estimates as low as 1% (Cronjé, 2005; van Schalkwyk, Maree, & Wright, 2008) . Studies have documented varied challenges to participation in cervical cancer screening in SA, including psychological and sociocultural factors such as limited knowledge and stigma (Anorlu, 2008; Francis et al., 2011; Mosavel, Simon, Oakar, & Meyer, 2009; Wellensiek, Moodley, Moodley, & Nkwanyana, 2002) , weak health infrastructure and unsupportive medical staff (Harris et al., 2011) . Additionally, financial constraints and lack of time are reported barriers to cervical cancer screening (Horo et al., 2012) .
SA women continue to face challenges accessing cervical cancer prevention services, and may benefit from alternative and innovative strategies for care. A question that remains unanswered is how to best incorporate services in areas with poor uptake. One answer may be the integration of cervical cancer screening and HIV care services. A wellintegrated, more comprehensive care system would not only provide HIV services to the community, but could also provide cervical cancer screening services to all women who attend these clinics (HIV-positive and HIV-negative). Global efforts to provide HIV care have made substantial progress (UNAIDS & WHO, 2007) . With support from donors such as the US President's Emergency Plan for AIDS Relief, SA has achieved success in establishing efficient clinical systems for delivering antiretroviral therapy (ART; Anderson, Sanghvi, Kibwana, & Lu, 2012) . In SA the national rollout of ART began in 2004; by December 2006 ART coverage reached 32% of those eligible for treatment (WHO, UNAIDS, & UNICEF, 2007) , and continues to grow in capacity. Gains in adult life expectancy throughout SA provide the clearest evidence of the impact of welldesigned, public ART programmes (Bor, Herbst, Newell, & Bärnighausen, 2013) . Unfortunately, expanded access to ART has not been accompanied by similar attention to chronic diseases that may be exacerbated by HIV infection, such as cervical cancer.
HIV has a synergistic relationship with human papillomavirus (HPV), the virus that causes 99% of cervical cancer cases. HIV-positive women are at higher risk for developing precancerous lesions from HPV infection, have increased risk of persistent and recurring HPV infection, and are at greater risk for invasive cervical cancer (Horo et al., 2012; Moodley et al., 2009) . Despite the increased risk of cervical cancer among HIV-positive women, they constitute a population that remains underserved by cervical cancer prevention programmes (Batra, Kuhn, & Denny, 2010) . This is alarming given that SA's HIV/AIDS prevalence rate is approximately 19.1% among adults aged 15-49 (UNAIDS, 2013) , and in KwaZulu Natal, the province in which this study took place, the rate is as high as 37.4% (Department of Health, South Africa, 2012).
Promise of integrated services: cervical cancer and HIV
Given that many ART clinics in SA have developed steady infrastructure and secured funding sources, the integration of cervical cancer prevention and HIV care may provide solutions to existing cancer screening challenges. As they exist in SA, ART clinics are more accessible than public hospitals. If ART clinics expanded their services to include the provision of cervical cancer screening to the general population, screening services for women who are not HIV-positive would become more available. Additionally, integrated services could increase cervical cancer screening rates in high-risk, HIVpositive populations, because the cervical cancer screening could be folded into the existing services that they utilise.
There is evidence to support that such integration is feasible and has positive outcomes. Mwanahamuntu et al. (2011) released a report regarding the inclusion of cervical cancer prevention services in HIV care in Zambia, finding that over 20,000 women were screened through services offered at 16 clinics during a period of 2.5 years. Cervical cancer screening has been demonstrated to be feasible, acceptable and effective within HIV care in other settings as well, including Kenya, Mozambique and Botswana (Huchko, Bukusi, & Cohen, 2011; Moon et al., 2012; Ramogola-Masire et al., 2012) . However, limited human resources, equipment problems and poor follow-up were reported as challenges regarding the efficacy of such screening programmes. In addition, reasons for non-adherence in the context of HIV care have not been well documented (Huchko et al., 2011; Moon et al., 2012; Ramogola-Masire et al., 2012) .
Combining cervical cancer prevention with HIV care may present a unique set of challenges to HIV health care services. The community's perspectives are critically important in efforts aimed at integrating new and existing services, in particular in gauging how women are likely to respond to proposed changes in service delivery. Importantly, these data can be used to explore baseline measures regarding the cultural beliefs, knowledge gaps and behaviours that may facilitate or impede understanding and action in seeking health care, with the goal of addressing specific challenges prior to project planning to help maximise women's participation in preventive services.
Study context: Kenneth Gardens
This study was conducted in collaboration with researchers at Durban University of Technology (DUT) and Virginia Commonwealth University (VCU). DUT has previously partnered with residents of Kenneth Gardens (KG) on various health initiatives and community development projects. The strong existing partnerships between the community and local university set the stage for the present study.
KG, the largest municipal housing estate in Durban, SA, offers subsidised housing to approximately 1500-1800 individuals and families. KG is earmarked for families of low socioeconomic status and those in which one or more members have a disability. While KG accommodates a diverse resident population, it comprises predominantly black residents (Erwin, Marks, & Couchman, 2014) , and is similar to other low socioeconomic areas with black residents. A community development survey revealed that the most pressing concern among KG's residents was access to health care (Erwin et al., 2014) : residents reported having to travel more than 20 kilometres to receive medical care from a public hospital. However, several HIV clinics are located within a short walking distance from the housing estate, making KG an optimal location for exploring new delivery routes for cervical cancer prevention.
Study aims
The purpose of this paper is to:
. Explore the knowledge, attitudes and beliefs about cervical cancer and prevention as well as identify the key challenges in accessing health care services among women residing in KG. . Understand key challenges in delivering health care services and health education from the perspectives of key informants. . Provide preliminary data on the feasibility, acceptability and perceived effectiveness of providing cervical cancer prevention within the context of HIV care to increase access and uptake of preventive services among HIV-positive and HIVnegative women.
Methods Measures
A mixed methods approach was used to collect elements of quantitative and qualitative data concurrently. Questions were compiled from both established measures and the broader literature within each respective field (Becker-Dreps, Otieno, Brewer, Agot, & Smith, 2010; Department of Health, South Africa, 2013; DiClemente, Zorn, & Temoshok, 1986; Li et al., 2004; PATH and Child Health and Development Centre, 2009; Ports, Reddy, & Rameshbabu, 2013) . The surveys were reviewed thoroughly by the study team, which consisted of experts from the fields of HIV/AIDS, cervical cancer, women's health, SA communities and health disparities. The study team's review sought to ensure that the interview guides provided a thorough framework to capture culturally sensitive, comprehensive and accurate information from the participants. The surveys underwent a final review by members who worked closely in KG to further ensure the questions were culturally relevant. Surveys and consent forms were provided in English and isiZulu. The latter were translated and back translated by members of the DUT research team who were proficient in both languages.
In-depth, structured interviews with community women
In-depth, structured interviews were conducted with women who reside in KG. The primary domains of interest included cervical cancer knowledge, awareness and attitudes, and reported stigma and openness to receiving cervical cancer screening in clinics predominantly providing HIV care. The secondary domains of interest were HIV/AIDS beliefs and related behaviours, general health behaviours and sources of health information and education. Participants were asked to provide demographic information (e.g. age, race/ethnicity, sexual activity). The survey consisted of 133 questions, which were open-and closed-ended, and took approximately 1 hour to complete. Skip logic was used so that women only completed questions that were relevant to their experiences and knowledge. For example, if a woman reported that she had never had a Pap smear, she was not asked questions about her Pap smear experience.
In-depth, semi-structured interviews with key informants Semi-structured interviews were conducted with key informants from KG. The interview guide consisted of 16 open-ended questions. Questions included informants' perceptions about community cervical cancer and HIV knowledge, reported openness to integrated care settings, and reported comfort and beliefs about providing health information and education to the community. Sample questions included:
'In your experience, what are the barriers to delivering health education to women in Kenneth Gardens?' 'What challenges do women in Kenneth Gardens experience when accessing cervical cancer screening and treatment?'
Sample and recruitment
Upon approval from the Institutional Review Board at VCU and the Institutional Research Ethics Committee of DUT, participants (n = 79) were recruited from KG in August 2013 using a snowball technique. First, the DUT research team identified a group of key informants. These informants (n = 12) included members of a non-profit organisation called Senzokuhle Home Based Care Workers (a group of women residing in KG who offer informal home-based care for residents in need), staff from the homoeopathic clinic at KG, and KG residents who advocate for the community's health and well-being. Key informants were then asked to recruit women from the community to participate in interviews (n = 67). Women had to be over age 18 and able to speak English or isiZulu to participate. Because recruitment relied on word of mouth, it is unknown how many women knew about the study and chose not to participate. Informed consents were reviewed out loud with all 79 participants. Everyone who went through the consent process participated in the study, except for one individual, who had a disability that prohibited her from completing the interview. Once signed consent was obtained, the interviews were conducted in a private setting. Upon completion of the interview participants received R135 ($15).
Data collection
The primary author completed interviews with key informants in English, which were audio-recorded and transcribed. The community women's responses were recorded via paper and pencil on the survey document. Two trained, graduate-level research assistants were hired to conduct interviews in isiZulu and document survey responses in English. Research assistants completed qualitative interview training prior to beginning research with study participants. Practice interviews were also conducted prior to collecting data: research assistants recorded three interviews with KG women, and then compared their responses and notes. In all three instances, the research assistants had almost 100% agreement in their recorded responses. These preliminary interviews also served as a means to pilot the questionnaires. Minor language modifications were made to make the questions easier to understand.
Data analyses
SPSS 17.0 was used for data management and statistical analyses of the quantitative data. In addition, we employed a rigorous thematic analysis of the qualitative data (Braun & Clark, 2006) . Open-ended responses and notes from interviews with women were manually coded to identify main themes. Recurring themes and patterns were identified. Results from the coding analyses were compared across two coders. Discrepancies were clarified and resolved by comparing each coder's results with raw data until they reached consensus. Members from the DUT research team reviewed and provided feedback on the themes.
Results Participants
Seventy-nine women were interviewed; 67 completed the community survey, and 12 participated in the key informant interviews. The majority of community women identified as black, single and under the age of 30. Approximately one in five was HIV positive (n = 13). Detailed socio-demographic information about the community women is provided in Table 1 . Our sample is reflective of the diversity in the population at KG (Erwin et al., 2014) . All of the identified key informants were female and worked with KG residents through various volunteer and community programmes. The majority (n = 11) were aged 50 years and above; 10 were black and 2 were white. The results from interviews with community women are presented first, and when appropriate excerpts from key informants are included to provide a deeper exploration of themes discussed by the women.
Cervical cancer knowledge
Community women (n = 67) tended to have limited cervical cancer knowledge; even after they were read a description of the disease, 10 women (15%) were completely unfamiliar with cervical cancer. Half of the women were unaware of the link between HIV and increased cervical cancer risk (51%, n = 34). Although half of the women stated that transmission of cervical cancer was through sexual activity, i.e. not using condoms and/or having multiple sexual partners, only one woman correctly mentioned HPV; further, 19 women (28%) reported that they had no idea how a woman could get cervical cancer. Approximately 26 women (38%) could not identify symptoms of cervical cancer. Because of their limited knowledge, many women did not understand the link between HPV and cervical cancer, did not know how to prevent cervical cancer, and did not know if or how cervical cancer could be treated. The majority of women (94%, n = 63) indicated that they wanted more information about cervical cancer. When asked to list their preferred methods of information delivery, women reported that television programmes (22%, n = 15); health care providers discussing the disease with them (22%, n = 15); women's health workshops in the community (21%, n = 14); printed materials (e.g. posters, brochures, 18%, n = 12) and the Internet (13%, n = 9), specifically through social networks (e.g. Facebook), would be effective ways to deliver health information.
Cervical cancer prevention
Although many of the community women reported having heard of a Pap smear (78%, n = 52), less than half of the participants (43%, n = 29) reported that they had obtained one. Chi-square tests revealed significant associations between having obtained a Pap smear and being HIV positive, being single and receiving treatment for a sexually transmitted infection (p < 0.05). Women that had not obtained a Pap smear indicated not having done so because they believed that the exam would be painful or scary (13%, n = 9), or because they thought they were too young (9%, n = 6). Other women reported that they did not know they needed one/no one had told them to get one (7%, n = 5); that they were not sexually active (3%, n = 2); or that only get one when you have a baby (3%, n = 2).
Cervical cancer risk and severity
Many of the community women (73%, n = 49) believed that they were at risk for cervical cancer. As one woman mentioned, 'You cannot protect [yourself from] that disease. It has no colour, size or weight'. Some women believed that they were at risk because they were currently engaging in risky sexual activity, or that they might do so in the future (18%, n = 12); that they might inherit cervical cancer (15%, n = 10); that anyone could get it (10%, n = 7); and that because they were not participating in Pap smears, they could get cervical cancer as they were unaware of their status (6%, n = 4).
While 51 women (76%) believed cervical cancer to be a very serious disease, only 13 (19%) thought it was a serious problem in their community. In fact, 21 women (31%) indicated that it was not a problem in their community at all. Women who had obtained a Pap smear were significantly more likely to report cervical cancer being a serious issue in their community (M = 3.73, SD = 1.93) than women who had not obtained a Pap smear (M = 2.38, SD = 2.04; t(41) = 2.22, p < 0.05). Women who were HIV-positive were slightly more concerned about cervical cancer (M = 3.92, SD = 1.71) than those who were not infected (M = 2.72, SD = 2.12; t(28) = 1.95, p < 0.06). Of additional importance to these findings were themes relating to race and disease. Cervical cancer was mentioned to be a white woman's disease: 'As a black community, we think this disease [cervical cancer] is for whites only'.
Community women were asked to share why they thought that this is a serious disease. The most common concerns included believing that cervical cancer was incurable and resulted in death (36%, n = 24), or that it resulted in an inability to conceive (25%, n = 17). The ability to conceive was noted to be something that one needed to do as a woman, and that there were consequences for not being able to do so. As one woman expressed, '[I am worried] about the chances of not being able to conceive. You'll get neglected by your husband's parents if you can't conceive'. Another added, 'When you get married you have to have a baby. A child is a blessing from God. To be a woman without children … Eish!' This led some women to believe that cervical cancer may be worse than HIV. Women were aware that HIV treatment was available, but had little to no knowledge about cervical cancer treatment. As one woman mentioned, 'If you have cancer it is worse, because if it's not treated you die. With HIV it's in your hands. If you take your ARVs you've got life in your hands'. Women were aware that HIV-positive women could conceive, but did not believe this was true for women with cervical cancer.
HIV/AIDS stigma
When asked about their feelings towards people with HIV, women who were HIVnegative (n = 54) most commonly responded that they were supportive and empathetic towards HIV-positive individuals (56%, n = 30), that their relationships with those individuals would not change (37%, n = 20), and that they would become more supportive towards those with HIV (54%, n = 29). Only a few women suggested that they feared and/or blamed HIV-positive individuals (11%, n = 6) and would try to avoid them (9%, n = 5). Because these responses seemed to reflect social desirability, i.e. no one wanted to say they behaved negatively towards HIV-positive individuals, we asked the question in a more general way: 'How do you think the community typically responds to people who are HIV positive?' Women's responses reflected a greater degree of stigma. While some women indicated that the community would mostly support or help the person (19%, n = 10), or that HIV-positive individuals would be treated normally (20%, n = 11), others explained that people in the community would gossip about the person (31%, n = 17), and that people would reject or avoid the HIV-positive individual (19%, n = 10). As one key informant commented, 'It's my experience that it's more of a hushhush thing, people won't say anything to your face, but people will talk behind your back'.
Normalisation of HIV/AIDS
Throughout the interviews, women and key informants referred to HIV as very commonplace. As one woman mentioned, 'It's so common, they don't say much. People are relaxed about it'. HIV tended to be viewed as a very 'normal' condition within KG. In fact, half of the community women reported that the quality of life of people with HIV was average to good (49%, n = 33). As one woman commented, 'If you take care of yourself you can live a normal life'. Another suggested, 'They are normal. In fact, they can live longer than me'. Only 7 women (10%) reported that the quality of life for HIVpositive individuals was poor.
Integrating services
All of the HIV-positive women indicated that if cervical cancer screening were available at an HIV clinic they would utilise it. As one woman commented, 'I would be happy, because I could go do all the things I need to in one place. I have no problem with women who are HIV-negative coming'.
Of the women who were HIV-negative, 35 (67%) responded that they would get screened at a clinic previously known as an ART clinic, 15 (29%) indicated that they would not, and 4 women did not complete this question. Reasons for not wanting to participate centred on two themes: fear of becoming infected and stigma against HIV. For example, one woman stated 'People will say that I have HIV, because I am going to HIV clinic', while another commented, 'People might get the wrong impression'. A woman explained, 'I'm afraid to go to the HIV clinic; what if the instrument is not sterilized?' Women who were open to being screened for cervical cancer at an HIV clinic explained that they would do so because it was important for them to know whether they had cervical cancer, that they were not concerned/worried about HIV clinics, that it would be more convenient (i.e. cheaper and closer than a private clinic/hospital), and that they knew they were not positive so it did not matter what others thought.
Relevant themes from key informants
Provision of health education Key informants unanimously agreed that it was their responsibility to provide health education and basic services to women in KG. However, they also discussed many challenges associated with this responsibility, including the emotional burden of supporting their community, not having sufficient resources (e.g. time, transportation, pamphlets), and lacking proper training. All key informants expressed that they needed to receive more health information so they could educate the community properly. As one said, 'I need training. I will never say that I know about cervical cancer; there are new discoveries so you know this and then it changes. I need to know. I need to be empowered'. While key informants provide some health care services to the community, the majority do not have the professional training to provide clinical services. However, key informants believed that if they were more knowledgeable about cervical cancer they could encourage women to go to the clinics for screening.
Cervical cancer knowledge and prevention
All of the key informants had some knowledge of cervical cancer. Specifically, they were aware of 'this disease that affects women' and that 'all women' should participate in Pap smears for prevention. Many key informants expressed that although they had tried to get women in the community to participate in screening, many women refused because they either did not understand cervical cancer or they feared the exam.
Informants provided greater detail about the challenges women face obtaining Pap smears. For instance, informants explained that women often have to go to the hospital to get a referral so that they can participate in a Pap smear at a later time. SA's public hospitals utilise a referral system whereby one must receive a referral before they can receive various health services. Other informants explained that health care staff had treated women rudely when they asked for a Pap smear. For example, a nurse might ask: 'Why do you need a Pap smear? Have you been doing something?' Support for integrated health care services All key informants were in support of providing Pap smears at HIV clinics, because they saw a need for health care to be more comprehensive. While most indicated that HIV stigma existed, key informants believed that it would not be a significant barrier; as one commented, 'These days people don't care about the stigma'. On the other hand, another key informant added, 'There is stigma attached to everything, even epilepsy has stigma'. Even further, others believed that if they simply explained it was a comprehensive clinic, and not just an HIV clinic, people would come for such screenings. Others suggested one entrance but different cubicles for HIV-positive and negative people. These way patients would be unaware of who had what, and they wouldn't have to worry about equipment not being sterilised appropriately. A comment made by one of the key informants sums these ideas:
I think people won't have a problem with it. But the minute you start saying we have a lot of HIV-positive people that do come here, but we're also offering Pap smears, what are you gonna think? Do they clean those instruments properly? …That's why we have to say, we have a wellness clinic that's open to various ailments and various conditions. … if we put it across that way to people, we'll find they will flock.
Discussion
Cervical cancer remains an important public health concern throughout SA. The massive rollout of HIV care in SA holds promise for expanding the reach of health services across the country, and potentially, a new opportunity to provide cervical cancer prevention. The triangulation of different data sources in our study provided important insight into the challenges that will need to be addressed before cervical cancer prevention programmes can be provided within the context of HIV care.
Women in the present study had limited knowledge about cervical cancer, which was tied to significant misperceptions about the disease that echo findings from previous research (Francis et al., 2011; Ports, Reddy, & Rameshbabu, 2014) . In addition, some participants falsely believed that black women were invincible against cervical cancer, and that cervical cancer may be worse than HIV. Women need to be aware that routine screening can lead to early prevention, and can significantly reduce risk of infertility and mortality. That cervical cancer, unlike HIV, can be treated without lasting effects should be made known to women, as these misperceptions may be a considerable barrier to seeking preventive care. The belief that cervical cancer is a 'white woman's disease' must also be addressed, because this belief perpetuates existing racial/ethnic disparities in cervical cancer incidence and mortality.
Despite SA's attempts at providing a free national cervical cancer prevention programme, cervical cancer screening is not a part of routine care for many women (Botha & Dochez, 2012; Francis et al., 2011) . Less than half of the sample in this study had participated in cervical cancer screening despite being sexually active. Furthermore, many women perceived that cervical cancer was not an issue in their community. Combined, these findings support that SA women have difficulty accessing cervical cancer care, and currently have inadequate knowledge about cervical cancer and prevention. Key informants indicated that women were afraid of the screening process and that getting access to services was made challenging through the existing public hospital referral process. Providing information that includes personal narratives from women who have previously participated in cervical cancer screening could alleviate fears of the screening process for new patients. In addition, health care providers may benefit from additional training that encourages participation in prevention behaviours. Conversely, women's risk perceptions may reflect the growing prevalence of cancer in general in SA (de-Graft Aikens et al., 2010) , and may not necessarily reflect cervical health concerns per se.
Participants were interested in receiving more information about cervical cancer. Educational programmes should be implemented so that women can be more informed about cervical cancer and the benefits of regular screening. Educational programmes must also focus on changing existing beliefs that deter cervical cancer screening, address and reduce stigma, dispel false beliefs and deliver new information about screening and disease. Key informants expressed that educating their community was their responsibility, and were eager for training and up-to-date information that they could deliver to women in KG. The willingness of key informants to impart knowledge is noteworthy. An earlier study in Malawi indicated that women were willing to receive information from key informants (Ports et al., 2014) . By educating informants we enable them to impart pertinent knowledge to communities where it is needed.
While cervical cancer screening was low amongst this population, there was an interest and willingness to participate if services were made more accessible. It was promising that there was a desire for a comprehensive health clinic, specifically, that many women were receptive to receiving cervical cancer screening services at clinics primarily serving HIV-positive patients. HIV clinics are more abundant than public health hospitals in SA. Although our findings are encouraging, safety and hygiene concerns expressed by one-third of the HIV-negative women must be carefully considered and addressed prior to designing a comprehensive HIV-cervical health care programme. Of promise is that many participants and key informants suggested that if people were told that an HIV clinic would additionally provide preventive care for cervical health, or if the clinic were rebranded as a 'comprehensive clinic', people would avail themselves of such services.
Many women expressed that although stigma was commonplace, the prevalence of HIV was high and commonly accepted as a part of everyday life. Key informants and women did not feel that HIV stigma would present a significant challenge to uptake of cervical cancer prevention in clinics predominantly providing HIV services. This finding is not unlike those found by Abdool Karim and colleagues (2008) , where SA participants responded positively to questions about other people living with HIV/AIDS and which may have reflected the consistency of policy and practice of HIV/AIDS care in SA. The higher familiarity and acceptance of HIV within this setting could provide an excellent opportunity to integrate cervical cancer screening accompanied by fewer stigmas. To date, cancer screening services are not consistent and may contribute to existing stigma and fear. However, despite these findings, other studies (Bogart et al., 2013; Mbatha, 2013) have found that stigma is a barrier to seeking HIV care, and should be carefully considered.
This study is not without limitations. First, while the triangulation of data from different sources provides a valid picture of a community's perspective on integration of health services, the perspectives may be limited to the KG community, and not generalisable to other communities. Second, participants were paid for their time and may have been motivated to participate in the study for financial gain, which may have biased their responses. Third, the selection of participants utilised a snowball technique. While we asked key informants to be purposive in recruitment in order to obtain a varied sample, existing relations may have biased the study sample. Future studies could investigate additional communities using randomised sampling techniques, as well as perspectives from community men, policy-makers and health care providers in HIV clinics, as they could provide important information regarding the logistical underpinnings of instituting a cervical cancer prevention programme. While in-depth interviews allow for a deeper dive into questions, which may have contributed to the varied and informative responses, interviews had to balance deeper dives with time constraints that may have limited the scope of responses. Despite these limitations, the study has important implications for cervical cancer prevention programmes.
Conclusion
Overall, our findings reveal a readiness for cervical health care among women in the KG community, as well as a willingness to receive services at alternative health settings, such as HIV clinics. However, cervical cancer education is highly warranted, as is a rebranding of HIV treatment clinics, before services for the two health foci can be integrated. Women and key informants believed particular terms, such as comprehensive or wellness clinic, could assist in alleviating negative associations with HIV clinics. Understanding access barriers and perceptions from potential users is a key initial step for expanding critical health care coverage, both in SA and in other low-and middle-income countries.
